We read with great interest the article of Athanassiadi et al. [1] 'Muscle-sparing versus posterolateral thoracotomy: a prospective study' which elegantly compares the two approaches for thoracic surgery.
Based on the results of their prospective study Athanassiadi et al. concluded that the rates of occurrence of acute and chronic pain and morbidity are equivalent after lateral muscle-sparing thoracotomy (MST) and standard posterolateral thoracotomy (PLT) provided careful operative technique is used.
Their conclusions are supported by the results of Ochroch et al. who found no difference in the rate of postoperative pain and overall recovery between the two methods [2] . Therefore, the choice between MST and PLT remains dependant on the underlying thoracic pathology and the surgeon's preferences.
In this sense, it seems that the most important advantage of the MST is the 'sparing of the thoracic muscles', and it is not by chance that the name of this approach to the thorax is called 'muscle-sparing thoracotomy'. Although there are several techniques to perform a MST, the principle remains the same -preserving the vascular pedicle to the muscle and thus preserving its main source of blood supply. But why should one insist on the preservation of the muscles and their blood supply?
Although significantly reduced during the last years, the empyema and postresectional complications remain a difficult-to-treat problem and the vascularised muscle flaps represent a basic tool in the armamentarium for their treatment [3] .
In standard PLT, the latissimus dorsi and serratus anterior muscles are divided to gain exposure to the thoracic cavity. Thus, the use of the two muscles as vascularised muscle flaps is rendered difficult and hazardous. In MST, these muscles are preserved along with their blood supply and can be utilized, if needed, as pedicle vascularised transposition flaps.
This remark gains increasing importance if we take into consideration the fact that the latissimus dorsi muscle is the most useful flap in thoracic reconstruction because of its reliable blood supply, big arc of rotation and grand surface [4] . Although even divided, the latissimus dorsi can still be used as two separate flaps with two separated blood supplies [5] , this remains a difficult and hazardous challenge.
In our practice, we have found that the MST offers a certain advantage in the treatment of eventual postthoracotomy empyemas because of the preserved possibilities of construction of safe latissimus dorsi flaps.
That is why we strongly support the conclusion of Athanassiadi et al. that probably the most important advantage of the MST is the preservation of the thoracic muscles and their blood supply for the treatment of eventual postresectional complications.
We would like to thank Dr Shipkov and co-authors [1] for sharing their experience and comments with us.
Actually, we do not find that one shall divide the latissimus dorsi and serratus anterior muscles in posterolateral thoracotomy (PLT) in order to gain exposure. Even with musclesparing thoracotomy (MST) in cases of lung surgery, one can have almost the same exposure if the muscles are correctly dissected. The preservation of major thoracic muscles is important for the stabilization and rotation of the scapula, although the difference between the two different approaches was not found to be statistically significant in our study [2] .
At last, the preservation of blood supply of both abovementioned muscles makes it easier for thoracic surgeons to use muscle transposition in cases of postresectional space problems or in cases of thoracic wall reconstruction [3] .
It is a fact that even after PLT the latissimus dorsi muscle still retains some reconstructive potential [4] . The thoracodorsal artery, a branch of the subscapular artery, is the dominant vessel entering the proximal part of the muscle approximately 10 cm from its origin. The muscle is also nourished by segmental perforating vessels coming from the intercostal and lumbar arteries [5] . Both the proximal and the distal parts of the muscle can be used, although there is of course a certain degree of atrophy of the distal portion after division of the muscle.
We strongly insist that a reconstruction after PLTshould be an interdisciplinary procedure involving both plastic and thoracic surgeons, especially in the use of the latissimus dorsi flap pedicled on segmental perforating vessels.
Lanuti and colleagues [1] are to be congratulated on their careful study of this difficult and controversial topic, which always leads to a heated discussion at esophageal meetings. Our approach is exactly the same as the authors, in that we only carry out a gastric drainage after esophagectomy with gastric reconstruction should the pylorus prove to be scarred and narrowed. Our impression is that most experienced esophageal surgeons take the same approach given the conflicting clinical evidence.
We would like to highlight another aspect of the early management of these patients in preventing the respiratory complications which the authors allude to when discussing the pros and cons of gastric drainage, namely the use of a nasogastric tube to keep the stomach empty. A particular problem of esophageal reconstruction is that when the mobilized stomach is placed transpleurally it is subjected to the negative intrathoracic pressure. As the patient swallows the stomach tends to dilate with air at the expense of the lung which can collapse. In addition to the problem of atelectasis, this leads to the added potential for respiratory aspiration of gastric contents which as we have recently shown [2] is universal after esophagectomy. We have also shown that nasogastric drainage of the mobilized stomach reduces this aspiration, although none of our patients were subjected to a gastric drainage procedure. As the patients' lungs recover from surgery they show less tendency to collapse allowing the stomach to stay empty. As a result of our findings we have changed our practice to maintain nasogastric drainage for up to a week after surgery. In addition to a reduction in respiratory complications, we feel that the patients are able to resume oral intake with less clinical gastric outlet obstruction.
